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Introduction 
Between the years 1976 and 1984, reports of child abuse and neglect in the United States rose 
158%, an increase in reports from 669,000 to 1 ,727,000, or an average of about 27 in every 1,000 U.S. 
children in 1984. Current estimates of the actual incidence, reported and unreported, are much greater.1 
It is not known whether the reported increase in child abuse results from increased public awareness, 
better reporting, or an actual increase in abuse. 
Optometrists can expect at some point in their careers to be faced with the situation that one of 
their child patients has been abused. Research has shown that ocular complications are present in 
approximately 40% of all physically abused children, and for this reason a child's life may depend on the 
optometrist's ablility to recognize the situation and knowledge of what to do.2.3 Optometrists have a moral 
and legal obligation to be aware of the general signs and the specific ocular signs of child abuse that they 
may observe in practice. 
In 1962, Kempe first described the battered-child syndrome as "a clinical condition in young 
children who have received serious, physical abuse, generally from a parent or foster parent."4 Since 
then, the definition of child abuse and neglect has come to include emotional abuse and neglect, sexual 
abuse, and physical neglect. Physical abuse is the most easily recognized and the most often reported 
and for that reason will be discussed in greater detail in this paper. However, the other types of abuse and 
neglect are more common-5,6,7 A definition of each, along with examples of some of the signs that may 
be observed clinically are provided below. 
Emotional abuse and neglect 
Emotional abuse is the constant criticism, verbal harassment, or other acts which undermine the 
child's self-esteem. Emotional neglect is the withholding of love, nurturance, communication or 
stimulation of the child, or a general insensitivity to the child's emotional needs. Either can be conscious 
or unconscious on the part of the parent. In infants this can result in non-organic failure to thrive. In older 
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children it can manifest as emotional or learning problems.5,7 
Sexual Abuse 
Sexual abuse is the engaging of a child in sexual activity inappropriate for the child's age or level of 
development. It includes, but is not limited to fondling, oral-genital manipulation, exhibitionism and all 
forms of sexual intercourse.5,7,8 
Most manifestations in children of sexual abuse by adults are emotional problems. Sexual acting 
out, especially with strangers, should be seen as highly suspicious and any venereal disease in a pre-
adolescent child should be considered almost pathognomonic for child abuse.5,7,8 This is of special 
importance in the optometric setting since it has been shown that pediculosis palpebrum, or eyelash 
infestation, with Phthirus pubis (crab louse) can be linked to child abuse.9 
Physical neglect 
Physical neglect is the failure to provide for the child's basic needs of food, shelter and 
protection.5 These children often show evidence of poor hygiene.4 The child's general health may be 
inferior and may show signs of malnutrition such as sunken cheeks and buttocks, bony extremities and 
distended abdomen.4,5,7 Physica1 neglect may also include medical neglect such as failure to immunize 
the child or failure to seek needed medical attention when the child is injured.? 
Physical Abuse 
Physical abuse, or non-accidental injury, is the intentional infliction of physical injury, usually by 
the child's primary caretaker.4,6 
Cutaneous Injuries 
While lacerations are more often accidental, bruises are by far the most common presentation in 
physical abuse.6,7,10,11 Normal bruises of the bony extremities such as knees, shins and elbows, often 
occur when children become ambulatory or, in the case of older children, during normal play.6,7,12 
Extremely suspicious bruises are any found around the cheeks, jaw, eyes, ears or mastoid area, or 
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any soft-tissue bruise such as on the upper arms, thighs, buttocks or genitals.6,10 
One factor which should arouse suspicion is a presentation of multiple lesions in different stages 
of healing.4,6,7 Bruises initially present with a reddish-purple color, then turn greenish-brown, then 
yellowish-brown and finally disappear.7.1 0 Another clue that a child is experiencing abuse is if no new 
lesions appear when the child is removed from the home situation for a period of time.4,1 0 
Often the shape of the biruise will indicate the cause. Four or five linear marks alone, or 
surrounding a larger scalloped area indicate a hand slap. Small, round or oval marks on upper arms or trunk 
can be caused by finger pressure from squeezing. Ring-shaped bruises can be caused by a human bite, 
the size of which can help determine the age of the biting person. Human bite marks do not cause the 
lacerations found with animal bites due to the dull nature of human teeth. Lesions found at the corners of 
the moutH indicate gagging and lesions around the ankles, wrists or neck, with or without rope burns, 
indicate binding the child or strangulation. A loop-shaped mark is left from whipping a child with a doubled 
rope or cord. A linear bruise will be caused by a stick or belt and the latter may leave a distinct buckle 
mark.6,7,1 0,12 
Hairpulling can cause diffuse hair loss and can be accompanied by subgaleal hematoma.6,10 
Striking a child on the mouth can cause cuts and bruises on the inside of the mouth or tearing of the 
frenum of the upper lip.6,7 The floor of the mouth can also be torn during force feeding.12 
Burns 
Accidental burns most often involve exposed areas of the front of the body and are most often 
caused by spilled hot liquids, flamable liquids or by flames.1 0,13 With spilled liquids there will often be a 
central, more severe burn with associated splash or trickel burns, often in an arrowhead pattern, that are 
less severe.5 Due to reflex withdrawal, accidental burns usually only partially damage the skin's thickness, 
while inflicted burns are more often full thickness, causing damage to the deeper dermis.7.10 
Highly suspicious burns ar~ those found on any posterior part of the body, and particularly on the 
buttocks, perineum, hands and feet. Most inflicted burns are from tap water or from unknown causes. 
Most u.s. homes have tap water hot enough to cause a full thickness burn in thirty seconds. Scalds from 
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forced immersion will show lines of sharp demarcation between burned and normal tissue called a 
"stocking-glove" pattern. 6, 7,1 0,13 
Hot metal surface burns of full thickness are also indicative of abuse, again due to the fact that 
normal accidents will typically cause minimal contact and, therefore, only partial thickness burns, due to 
reflex withdrawal.1 0,13 
Cigarette burns are also a common form of inflicted injury. Accidental contact with a cigarette will 
cause an oval or irregular, superficial lesion. Inflicted cigarette burns will cause round, full-thickness burns 
and are often located on the genitals, buttocks, palms and soles.6,7 
As with bruises, multiple burns in various stages of healing or in conjunction with other abuse-type 
injuries are highly suspicious.10,13 
Munchausen syndrome by proxy 
Munchausen syndrome by proxy is a bizarre disorder in which the primary caregiver, usually the 
mother, creates an environment in, which she thrives by involving the child In a great deal of medical 
attention. This includes inducing medical disorders in the child, thereby subjecting the child to frequent 
hospitalizations and tests. Histories are fabricated, lab specimens are altered and physical findings are 
inflicted. The child is often poisoned with, for example, large doses of laxatives to produce diarrhea. 
Seizures are a common report and are sometimes actually induced in the child through suffocation. Often 
the mother suffers from Munchausen syndrome in which she induces these same conditions in 
herself.6,7, 14 
Fractures 
Although not commonly s,een by optometrists, mention should be made that fractures are 
reported in approximately 1 0% of all abused children and in 20% of those under two years old. 6 Limb 
fractures and chipping of the ends of long bones occur from twisting or wrenching of limbs or from direct 
blows.6.7 As with cutaneous injuries and burns, multiple fractures in different stages of healing should be 
suspect.4 
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Internal injuries 
Most reports of child abuse involving internal injuries include injury to the duodenum, jejunum, 
pancreas, liver and spleen. These injuries are second only to head injuries as the leading cause of death 
in child abuse.7,10 
Head trauma and associated ocular signs 
It is especially important for optometrists to be aware of the manifestations of child abuse since, 
according to two separate studies, approximately 40% of all physically abused children have ocular 
complications.2,3 The most common sign is intraocular hemorrhage associated with intracranial bleeding, 
but 20% of the ocular injuries are related to direct trauma.2,3 
The following ocular signs may be associated with child abuse. Some may be the result of violent 
shaking of the child and others may be due to direct trauma. Clinical signs include: cortical blindness, 
ruptured globe, retinal, preretinal or vitreous hemorrhages, detached retina or retinal dialysis, chorioretinal 
atrophy, papilledema, optic atrophy, cataracts, dislocated or subluxated lens, glaucoma, shallow anterior 
chamber, angle recession, iris tears or dialysis, pupillary anomalies, anisocoria, hyphema, hypopyon, 
corneal scars, edema or opacities, conjunctival or subconjunctival hemorrhages, orbital or periorbital 
edema with or without ecchymosis, lid lacerations, ptosis, proptosis, esotropia, strabismus, nystagmus 
and disconjugate eye movements.15,16 
Child abuse always needs to be ruled out in the presence of any of the above clinical signs, and 
particularly when it is present in conjunction with any of the other physical signs described previously. 
One of the most efficient ways to make a differential diagnosis between inflicted and non-inflicted injuries 
is through the case history. This will be expanded upon later in this paper. 
------------------------------------------------------------------------------------------------------------------------------------------------------
INSERT TABLE 1 ABOUT HERE 
--------------------------------------------------------------------------------------------------------------------------------------------------------
The idiopathic retinal hemorrhages that are found in 14% of all newborns are not associated with 
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intracranial bleeds or any kind of brain damage and disappear in several weeks. In contrast, traumatically 
induced hemorrhages can last for years and any child under the age of two years exhibiting intraocular 
hemorrhages should be suspected bt being abused until proven otherwise.17 
The "Whiplash Shaken lnfan1 Syndrome" is the primary cause of intracranial bleeds in children less 
than two years old. 18,19 It is seen clinically as bilateral intracranial hemorrhages with associated bilateral 
intraocular hemorrhages and having no external signs of trauma. These bleeds occur in the subpial, 
subarachnoid and subdural spaces. Subdural hematoma is the leading cause of death in abused infants. 
The pathogenesis of subdural hematoma in whiplash-shaking is the tearing of the bridging cerebral 
vessels from the falx cerebri during violent acceleration-deceleration caused by shaking. The relative 
heaviness of an infant's head and weaker neck muscles, along with the softness of the immature, 
unmyelinated brain and the pliability of the sutures and larger fontanelles in the superior, frontal portion of 
the cranium all contribute to the shearing forces exerted on the vessels at their attachments to fixed, soft 
tissues.17, 18 These subdural hematomas and intraocular hemorrhages are usually bilateral due to the 
abuser grasping the child by the arms or trunk and shaking forward and backward.17, 18,20 
Most parents are not aware of the vulnerability of their child's anatomy and consider shaking the 
child to be a less severe form of discipline for misbehaving than hitting the child with a hand or instrument 
such as a paddle or belt.18, 19 Even such innocuous activities such as tossing a baby into the air or 
swinging him in a circle can cause damage.18 
It is possible that repeated whiplash-shaking, causing small, chronic intracranial and intraocular 
bleeds can lead to permanent brain and ocular damage. Even mild mental retardation or slowness could 
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be the result of whiplash-shaking a! previously normal child.17, 18 
There are several explanations as to the association between retinal and preretinal hemorrhages 
with intracranial bleeds. Some researchers believe that the blood in the optic nerve sheath, which is 
continuous with the subarachnoid hemorrhage, penetrates the lamina cribrosa. However, the 
preponderance of evidence suggests that the intraocular hemorrhages are due to an increase in 
intracranial pressure with subsequent rupture of the retinal veins.21 ,22,23 
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Vitreous hemorrhage associated with subarachnoid hemorrhage is known as Terson's syndrome, 
and though it is rarer, it should not be overlooked as a possible indicator of abuse.24 
Purtscher retinopathy is characterized by the presence of preretinal and retinal hemorrhages in 
the absence of any significant intracranial bleeding. It is due, instead, to sudden compression of the 
thoracic and abdominal cavity, in the case of child abuse from squeezing or sexual abuse, and in turn 
causes an increase in the vascular pressure of the head and eyes.25,26,27 
Emotional and behavioral signs 
Along with the gross physical findings of child abuse, optometrists need to be aware of the 
emotional and behavioral signs. For example, physically abused children may exhibit "frozen 
watchfullnes" or fear of strangers, while children experiencing neglect may attach to strangers.S Failure to 
thrive, growth failure and low intelleCtual performance are all indications.4,28 
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Depressive symptoms such as sad affect, low self-esteem, impaired ability to enjoy life, social 
withdrawal and learned helplessness may be indicators of abuse. These symptoms all predict suicidal 
ideation and attempts which, though low in incidence in childhood, increase drastically as the child moves 
into adolescence.8,29,30 
Besides these suicidal ten~encies, abused adolescents often exhibit drug and alcohol abuse, 
misconduct in school or academic failure, low school attendance, aggressive behavior, running away, low 
level of activity, weight fluctuation, fatigue, generalized anxiety and sleeping problems.8,30 
History, questioning and documentation 
,; . 
A detailed case history is o'ne of the most important factors to consider when assessing whether a 
child has been abused. If no history is offered or if it is vague or inconsistent with the type and location of 
injury, abuse should be suspected. This is true also if the history changes during the course of the 
examination or if the history varies between the two parents or between the parents and the 
child.4,5,6,12 Abused children will more often support the abusers story out of fear or intimidation but if 
the child's story is at variance with the history, it can usually be considered credible because children will 
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rarely lie to get an adult in trouble.S. 12 In the case of sexual abuse, young children cannot lie about things 
of which they have no prior knowledge.5 
Whenever possible the parents and child should be questioned separately.5,8 Always ask how, 
when and where the injury occured and who was present.6 Questions such as whether the child is hard to 
control, is fussy or cries continuously can be very revealing as to the parents' feelings toward the child.4 
Multiple office visits for accidental injuries are extremely suspicious as is an increase in the severity 
of the injuries or any delay in seeking medical attention.2,5, 12 All injuries should be documented with 
drawings and pictures if possible. Verification of the diagnosis by further testing, such as X-rays or blood 
tests, is often in order.1 0 This can be facilitated by a consultation with the family's general practitioner or 
pediatrician and should be done immediately since returning the child to the home is often 
contraindicated.4 It is usually not wise to confront the parents with the diagnosis at this early stage, but 
rather to state that more testing is needed to determine the exact nature of the injury.4,6,7 
When examining injuries and comparing them to the case history provided, always keep in mind 
the child's developmental abilities. It is nearly impossible for infants to self-inflict injuries, and it is possible 
for an infant to fall from a height of several feet without incurring serious physical harm. 7 
Families at risk 
Certain profiles have been established for children who are more likely to be abused and their 
associated families. Any child who creates an unusual amount of stress in a family is at an increased risk. 
This includes premature or low birth weight children, children with a medical problem or physical handicap, 
mentally retarded children and twins. 7,1 0,11 ,31 ,32 According to 1984 statistics, the average age of 
abused children is seven years and the majority of the cases reported involved caucasion children.1 
The abuser is typically the biological parent and is most often the mother, who is often the head of 
the household.1, 11 ,30,32 The average age of the abuser is thirty-one years and the majority are also 
caucasion.1 Unemployment, poverty and low socioeconomic status play important parts in abusive 
families but abuse can also occur in families where the parents are well-educated and financially and 
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socially stable.1 ,4,5,7, 10,32 Other factors contributing to a family being at risk are marital discord, social 
isolation, alcoholism and drug addiction.4,5, 7,13,32 Parents who become abusers often have low self-
esteem or lack knowlege of adequate child rearing practices.7,32 Abuse patterns are shown to be 
generational and although not all abused children grow up to be abusers, nearly 100% of all abusers were 
abused as children.4,5,7,30,32 
Reporting: the law 
All fifty states, the District of Columbia, American Samoa, Guam, Puerto Rico and the Virgin Islands 
have laws mandating the reporting of suspected child abuse and provide penalties for failure to report.33 
They also provide for immunity from all civil and criminal liability for anyone who makes a report in good 
faith.34 Included for guidance is a list of the State Child Protective Services Agencies and how to contact 
the appropriate agency in each state. This is the first step in complying with the report requirements.32 In 
addition, these agencies can provide guidance in proceeding on any child abuse case. 
INSERT TABLE 2 ABOUT HERE 
Corresponding author: 
Suzanne K. Smith, B.S. 
Pacific University, College of Optometry 
2043 College Way 
Forest Grove, OR 97116 
11 
Acknowledgement 
My thanks to Willard B. Bleything, O.D., M.S., Gladys Haynes, B.S., M.A., Harold M. Haynes, O.D., and 
Paul Kohl, O.D. for their support and valuable suggestions during the preparation of this manuscript. 
12 
References 
1. American Association for Protecting Children, Inc. Highlights of official child neglect and abuse 
reporting 1984. The American Humane Association, Denver, Colorado 
2. Friendly DS. Ocular manifestations of physical child abuse. Am Acad Ophthalmol Otolaryngeol 
1971 ;75:318-32 
3. Jensen AD, Smith RE, Olson MI. Ocular clues to child abuse. J of Pediatric Ophthalmol 
1971 ;8:270-2 
4. Kempe CH, Silverman FN, Steele BF, Droegemueller W, Silver HK. The battered-child syndrome. 
JAMA 1962;181:17-24 
5. Krugman RD. Child abuse and neglect, the role of the primary care physician in recognition, 
treatment, and prevention. Primary Care 1984; Sep:11 (3):527-34 
6. Buchanon MFG. The recognition of non-accidental injury in children. Practitioner 1985; 
Sep:229(1407):815-9 
7. Gothard TW, Runyan DK, Hadler JL. The diagnosis and evaluation of child maltreatment. J Emerg 
Med 1985;3(3):181-94 
8. Blumberg ML. Sexual abuse of children- causes, diagnosis and management. Pediatrician 1984; 
Oct:13(1 0):753-8 
9. Scott MJ, Esterly NB. Eyelash infestation by Phthirus pubis as a manifestation of child abuse 
(letter). Pediatr Dermatol 1983;0ct:1(2):179 
10. Reece RM, Grodin MA. Recognition of nonaccidental injury. Pediatr Clin North Am 1985; Feb:32 
(1) :41-60 
11. Benedict Ml, White RB. Selected perinatal factors and child abuse. Am J Public Health 1985; Jul: 
75(7) :780-1 
12. Kempe CH. Uncommon manifestations of the battered child syndrome. Am J Dis Child 1975; 
129:1265 
13. Montrey JS, Barcia PJ. Nonaccidental burns in child abuse. South Med J 1985; Nov: 78(11): 
1324-6 
13 
14. Jones JG, Butler HL, Hammon B, Perdue JD, Stern HP, Woody RC. Munchausen syndrome by 
proxy. Child Abuse Negl1986; 10(1):33-40 
15. Harley RD. Ocular manifestations of child abuse. J Pediatr Ophthal Strab 1980; 17 (1): 5-13 
16. Quinn KL, Gammon JA. Children's eyes as indicators of physical abuse. Am Orthoptic J 1983; 
33: 99-104 
17. Caffey J. The whiplash shaken infant syndrome: manual shaking by the extremities with whiplash-
induced intracranial and intraocular bleedings, linked with residual permanent brain damage and 
mental retardation. Pediatr 1974; 54: 396-405 
18. Caffey J. On the theory and practice of shaking infants. Am J Dis Child 1972; 124: 161-9 
19. Eagan BA, Whelan-Williams S, Brooks WG. The abuse of infants by manual shaking: medical, 
social and legal isues. J FlaMed Assoc 1985; Jul: 72(7): 503-7 
20. Guthkelch AN. Infantile subdural haematoma and its relationship to whiplash injuries. Br Med J 
1971; 2: 430-1 
21. Giangiacomo J, Barkett KJ. Ophthalmoscopic findings in occult child abuse. J Pediatr Ophthal 
Strab 1985; 22(6): 234-7 
22. Morris DA, Henkind P. Relationship of intracranial, optic-nerve sheath and retinal hemorrhage. Am 
J of Ophthal1967; 64: 853-9 
23. Khan SG, Frenkel M. lntravitreal hemorrhage associated with rapid increase in intracranial pressure 
(Terson's syndrome). Am .. 1 Ophthal1975; 80: 37-43 
[ 
' 
24. Castre'n JA. Pathogeneses and treatment of Terson-syndrome. Acta Ophthalmol1963 ; 41 430-4 
25. Tomasi LG, Rosman NP. Purtscher retinopathy in the battered child syndrome. Am J Dis Child 
1975; 129: 1335-37 
26. Frank Y, Zimmerman R, Leeds N. Neurological manifestations in abused children who have been 
shaken. Dev Med Child Neurol1985; Jun: 27(3): 312-6 
27. Hendeles S, Barber K, Willshaw HE. The risk of ocular involvement in non-accidental injury. Child 
Care Health Devel1985; Nov-Dec: 11(6): 345-8 
28. Taitz LS, King J. Medical evidence in child abuse. Arch Dis Child 1986; Feb: 61(2)205-6 
14 
29. Kazdin AE, Moser J, Colbus D, Bell , R. Depressive symptoms among physically abused and 
psychiatrically disturbed children. J Abnormal Psychol1985; Aug: 94(3): 298-307 
30. Farber E, Joseph JA. The maltreated adolescent: patterns of physical abuse. Child Abuse Negl 
1985; 9(2): 201-6 
31. Hergenroeder AC, Taylor PM, Rogers KD, Taylor FH. Neonatal characteristics of maltreated 
infants and children. Am J Dis Child 1985; Mar: 139(3): 295-8 
32. United States Department of Health and Human Services. Clearinghouse on Child Abuse and 
Neglect Information. Child abuse and neglect: an informed approach to a shared concern. March, 
1986. Document I.D. no. DOC2001016 
33. United States Department of Health and Human Services. Clearinghouse on Child Abuse and 
Neglect Information. Reporting procedure laws concerning child abuse and neglect. Document 
I.D. no. 8180686086 
34. United States Department of Health and Human Services. Clearinghouse on Child Abuse and 
Neglect Information. Immunity to reporters laws concerning child abuse and neglect. Document 
I.D. no. 8180686072 
15 
Table 1: Summary of the Signs of Child Abuse and Neglect 
OCULAR SIGNS OF ABUSE 
Cortical blindness 
Ruptured globe 
Retinal, preretinal, vitreous hemorrhages 
particularly if child is less than 
two years old 
Detached retina, retinal dialysis 
Chorioretinal atrophy 
Papilledema 
Optic atrophy 
Cataracts 
Dislocated, subluxated lens 
Glaucoma 
Shallow anterior angle 
Angle recession 
Iris tears, iris dialysis 
Pupillary anomalies 
Anisocoria 
Hyphema 
Hypopyon 
Corneal scars, edema, opacities 
Conjunctival, subconjunctival hemorrhages 
Orbital, periorbital edema 
Lid lacerations 
Ptosis 
Proptosis 
Esotropia 
Strabismus 
Nystagmus 
Disconjugate eye movements 
Eyelash infestation with Phthirus pubis 
(crab louse) 
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GENERAL PHYSICAL SIGNS 
OF ABUSE AND NEGLECT 
Bruises around cheeks, jaw, eyes, ears, 
or mastoid area 
Soft tissue bruises on upper arms, thighs, 
buttocks or genitals 
Hair loss with/without subgaleal hematoma 
Torn frenum of upper lip 
Torn floor of mouth 
Burns on any posterior part of the body 
particularly buttocks, perineum, 
hands or feet. (stocking-glove) 
Full thickness burns 
Multiple lesions or fractures in different 
stages of healing 
Poor hygiene 
Inferior general health 
Signs of malnutrition such as sunken 
cheeks and buttocks, 
distended abdomen 
Child not properly immunized 
Venereal disease in a preadolescent child 
CASE HISTORY INCONSISTENCIES 
No history offered 
History vague or inconsistent with injuries 
History changes during course of exam 
History varies between two parents or 
between parents and child 
Multiple office visits for accidental injuries 
Increase in severity of injuries 
Delay in seeking medical attention 
EMOTIONAL AND BEHAVIORAL SIGNS 
OF ABUSE AND NEGLECT 
Frozen watchfullnes 
Fear of Strangers 
Indiscriminate attachment to strangers 
Failure to thrive 
Growth failure 
low intellectual performance 
Sad affect 
low self-esteem 
Impaired ability to enjoy life 
Social Withdrawal 
learned helplessness 
Suicidal ideation or attempts 
Drug and alcohol abuse 
Misconduct in school 
Academic failure 
low school attendance 
Aggressive behavior 
Sleeping problems 
Running away 
low level of activity 
Weight fluctuation 
Fatigue 
Generalized anxiety 
Sexual acting out 
Table 2: State Child Protective Services Agencies 
Alabama .. ... ..... ..... ... .. ....... Dept. of Pensions & Security: County 24-hour emergency telephone services 
Alaska ....... .......... .. ... ...... .. ...... . Dept. of Health & Social Services: Division of Social Services Field offices 
American Samoa ...................... ............ .. ................. Govt. of American Samoa: Dept. of Medical Services 
Arizona ... .. ... ....... .. ... ........ .. ... ......... ...... ............. ..... ... .......... ... Dept. of Economic Security: Local Offices 
Arkansas ... .............. .. ............ ............................. .............. ...... Dept. of Human services: (800)482-5964 
California .. ......... Office for Child Abuse Prevention, Dept. of Social Services, County Dept. of Welfare and 
Central Registry of Child Abuse: (916)445-7546 
Colorado ......... ................................................ Dept. of Social Services: County Dept. of Social Services 
Connecticut. ............ ................ ...... ..... ............... .... Dept. of Children & Youth Services: (800)842-2288 
Delaware .. .. ............ ............... .................................... Dept. of Health & Social Services: (800)292-9582 
District of Columbia .... ... ...... .......... ......... ................................. Dept. of Human Services: (202)727-0995 
Florida ..................... .. .. ......... ... ............. ... ......... Child Abuse Registry: (800)342-9152 or (904)487-2625 
Georgia ..... ................................. Dept. of Human Resources: County Dept. of Family & Children Services 
Guam .... ...... Dept. of Public Health & Social Services: State Child Protective Services Agency: 646-8417 
Hawaii. ..... .. . Dept. of Social Services & Housing: Hotline operated by Kapiolani-Children's Medical Center 
on Oahu, and to branch offices of the Division of Hawaii, Maui, Kauai, Molakai 
ldaho ........... ........ ....... ......................................................... Dept. of Health & Welfare: Regional Offices 
lllinois ..................... .. ......... .... ............ .................... Dept. of Children & Family Services: (800)25-ABUSE 
lndiana ............................ Dept. of Public Welfare-Child Abuse & Neglect: County Dept. of Public Welfare 
lowa .......... .. ............ ............. ............... ............. .. .............. .... ... Dept. of Social Services: (800) 362-2178 
Kansas ...... .............. ..................... ....... .... ... .......... Dept. of Social & Rehabilitation Services: Area Offices 
Kentucky ............................... Dept. of Human Resources : County Offices within four regions of the state 
Louisiana ... ............................ .......... Dept. of Health & Human Resources: Parish protective service units 
Maine ......... .. ........... ..... Dept. of Human Services Protective Services: Regional office or (800) 452-1999 
Maryland .. Dept. of Human Resources: County Dept. of Social Services or local law enforcement agencies 
Massachusetts ... .... .. ........ .... .. ........ .............................. .. ........ . Dept. of Social Services: Regional offices 
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Michigan .............................. ............................. Dept. of Social Services: County Dept. of Social Welfare 
Minnesota .................... ...................................... Dept. of Public Welfare: County Dept. of Public Welfare 
Mississippi. ............................................................................... Dept. of Public Welfare: (800) 222-8000 
Missouri .......................... Dept. of Social Services and Child Abuse and Neglect Hotline: (800) 392-3738 
Montana .... ......................................................... Dept. of Social & Rehabilitative Services: County Dept. 
Nebraska .......... Dept. of Social Services: County Div. of Public Welfare or local law enforcement agencies 
Nevada .............................................................. Dept. of Human Resources: Div. of Welfare local offices 
New Hampshire ................................................. Dept. of Health & Welfare: Div. of Welfare District Offices 
New Jersey ................................................................... Div. of Youth & Family Services: (800) 792-8610 
New Mexico ........................ Dept. of Human Services: County Social Services Offices or (800) 432-6217 
New York .................... ....... .................. ................ ... .. Div. of Family & Children Services: (800) 342-3720 
North Carolina ............................................. Dept. of Human Resources: County Dept. of Social Services 
North Dakota ............ Dept. of Human Services: Board of Social Services Area Offices & 24-hour reporting 
services provided by Human Services Centers 
Ohio ......... ... ...................................................... Dept. of Public Welfare: County Dept. of Public Welfare 
Oklahoma ...................................... Dept. of Institutions, Social & Rehabilitative Services: (800) 522-3511 
Oregon ...................... Dept. of Human Services: Local Children's Services Div. Offices & (503) 378-3016 
Pennsylvania ................................. ...................... . Dept. of Public Welfare: CHILDLINE: (800) 932-0313 
Puerto Rico .................................................................................. Dept. of Social Services: Local offices 
Rhode lsland ....................... Dept. of Children & Families: Child Protective Services Unit: (800) 662-5100 
South Carolina ................................................. Dept. of Social Services: County Dept. of Social Services 
South Dakota ................................... ............................................. Dept. of Social Services: local offices 
Tennessee .. ................................................ Dept. of Human Services: County Dept. of Human Services 
Texas ........................... ..................................................... Dept. of Human Resources: (800) 252-5400 
Utah ......................................................... Dept. of Social Services: Div. of Family Services District Offices 
Vermont... ................................ : ...................... Dept. of Social & Rehabilitative Services: (800) 828-3422 
Virgin lslands ................................................................... Dept. of Social Welfare: Div. of Social Services 
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Virginia ... .. ..................... ......... .............. ........ .... ..... .. ............. ......... ..... Dept. of Welfare: (800) 552-7096 
Washington ............................... Dept. of Social & Health Services: Local Social & Health Services Offices 
West Virginia ......................................................................... Dept. of Human Services: (800) 352-6513 
Wisconsin .. .......................................... Dept. of Health & Social Services: County Social Services Offices 
Wyoming .............. Dept. of Health & Social Services: County Dept. of Public Assistance & Social Services 
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